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Summary of Findings
This paper describes three phases of research undertaken to improve staff health by developing
a staff health profile and identifying enablers for engagement in positive health behaviours:
Phase 1: Analysis of secondary data to crate a staff health profile of the NHSGGC
Workforce. As this is a secondary analysis of data routinely collected within NHSGGC for
specific purposes, there are a number of limitations to the findings. However, a pattern
consistently emerges across all sources which support a targeted approach to workforce health
improvement activities in NHSGGC. The findings suggest that staff in lower paid positions will
experience poorer health than colleagues on higher paid posts. This is consistently the case for
the lowest paid workers in our organisation, those on staff bands 1, 2, and 3.
Phase 2a: semi-structured interviews with staff from laundry, catering and health
records. Health priorities included coping with the physical and mental demands of jobs. The
following health improvement topics were discussed as part of the protocol: physical activity,
diet/nutrition, smoking, alcohol, and mental health. There was interest in and scope for
interventions in each of these. Work-related stress is a key issue. Weight management is also
indicated as an area for development based on staff concerns, interest and history of
involvement. There is evidence that not all staff are aware of the range of services available to
support their health and wellbeing. Communication with staff in these job families may be
limited. This is due in part to ICT access restrictions. There is scope for improvement in the
knowledge, interpretation and enforcement of organisation policies relating to staff health and
wellbeing among line managers and staff who could benefit from accessing these policies.
Phase 2b: content analysis of staff publications. There is scope to develop these and other
publications to promote staff health by:



Including health and wellbeing content, particularly linked to health improvement and staff
health strategy priorities.




Ensuring health content always contains appropriate calls to action.
Recognising and addressing digital exclusion and literacy issues as barriers to accessing
health messages and participating in calls to action.
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1.

Introduction

1.1

NHSGGC Staff Health Improvement
NHSGGC is committed to improving the health and well being of its workforce. A range of
policies have been developed to support staff health. These include the Mental Health &
Wellbeing Policy, which aims to promote and protect staff mental health; Dignity at Work
which aims to promote dignity and respect in the workplace culture and to help employees
who may be experiencing bully, harassment and / or victimisation; Work Life balance
policies which include flexible working, phased retiral, special leave and parental leave.
In 2008, the first NHSGGC Staff Health Strategy was developed by both NHS Greater
Glasgow & Clyde and Glasgow City Council to support a cultural change to make the
health and wellbeing of employees a key factor in developing policy and services. The
current strategy (2011 – 2014) 1 approved by the NHS GGC Board, continues to address
obesity, alcohol, mental health and tobacco. The strategy details a number of activities
including development or review of policies, provision of services internally, signposting
and partnership working with external services, raising awareness of these issues to staff,
provision of training for managers in identifying and responding to ill health, self
management training for staff, piloting new health improvement approaches and linking to
national campaigns and the Healthy Working Lives Award Scheme.
The NHS Health Scotland’s Healthy Working Lives Award Scheme aims to support
employers and employees across Scotland to develop health promotion and safety
themes in the workplace. 2 In view of the large number of employees in NHS GGC, 15
clusters have been identified within the organisation to participate in the scheme. (Clusters
are listed in Appendix Three.)

1.2

Developing the Working Well Staff Health Research Study in NHSGGC
An evaluation of the Staff Health Strategy identified low paid workers as one of the staff
groups least likely to engage in health promotion activities. 3 Given the current

1

2

3

Available at: http://www.glasgow.gov.uk/NR/rdonlyres/FF6A5534-62D4-4FED-BCD808C014637FCE/0/YourHealthStrategy.pdf
For more information on Healthy Working Lives, visit:
http://www.healthyworkinglives.com/home/index.aspx
Health 2 Work (2011) Identifying the barriers and reasons for non-participation in workplace
health improvement and wellbeing programmes.
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understanding of the determinants of health, it was assumed that lower paid workers
would be most likely to experience poor health and potentially benefit from health
improvement activity.
In an effort to improve engagement of low paid workers, the Occupational Health Services
at NHSGGC obtained funding from the Scottish Government Working Well Challenge
Fund. 4 The study initially aimed to develop staff health related behaviour change
messages based on the input of staff with the greatest need. The Working Well Challenge
Fund allocated £50,000 for a 12 month research project to run from November 2011 to
October 2012.
The research project is hosted by the Public Health Resource Unit, NHSGGC. Adopting an
inequalities perspective, it was recognised that in order to improve the engagement of
those with “greatest need”, actions beyond delivering health messages would be required
and that the nature of these actions would be identified through qualitative research.
The majority of support services staff are on the lowest pay bands in the organisation and
qualitative research aimed to include targeting of staff within this group. However, this
approach generated some concerns that assumptions about the life circumstances of staff
in these areas may be unfounded. Therefore, a secondary analysis of staff health related
data was also undertaken, including an exploration of the appropriateness of using staff
band as an indicator of deprivation. The following aims and objectives were agreed:
1.3

Aim
Improve staff health by developing a staff health profile and identifying enablers for
engagement in positive health behaviours.

1.4

Objectives
1. To describe the demographic and socio economic profile of staff.
2. To estimate the prevalence of health related behaviours among staff.
3. To describe health issues affecting staff groups
4. To map current health improvement interventions available to staff
5. To identify gaps in provision in relation to estimated prevalence of behaviours and / or
health issues.

4

The Working Well Challenge fund was introduced by the Scottish Government to support
initiatives that promote the wellbeing of NHS Scotland staff.
7

6. To identify barriers to and enablers for engagement with health improvement
interventions.
7. To pilot new methods to support staff to contribute to and engage in health
improvement activity.
This study can also be described in three distinct but inter-related phases:




Phase One: Analysis of secondary data to create a staff health profile
Phase Two: Conducting qualitative research including target staff groups identified in
Phase One



Phase Three: Dissemination of findings to key stakeholders.
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2.

Phase 1 – The Workforce

2.1

Introduction to Phase 1
This section describes Phase 1 of the work. It comprises an analysis of secondary data to
describe the characteristics of the NHSGGC workforce and to profile staff health.

2.2

Methods

2.2.1 Secondary data analysis
An initial scoping of potential data sets was undertaken using key informants in the Staff
Health Strategy Governance Group and the advisory group for this study. Drawing on
evidence regarding the determinants of health, data was sought which would provide
information on indicators of household income, health conditions which affect staff,
sickness absence, staff perception of satisfaction and control within the workplace, stress
in the workplace, health behaviours of staff (e.g. smoking, alcohol consumption) and
engagement with current health improvement activities.
Fourteen potential data sources were identified within the organisation. On investigation, 5
of these were excluded as data was poor quality, not retrievable or data collection had not
yet commenced. 5 Details of the remaining 9 data sets which were used in analysis are
provided in Appendix Four.
Where possible the data was disaggregated by staff band (Agenda for Change band 1 to
9, executive or medical and dental staff) or job family (for example, nursing and midwifery,
administrative, support services). A basic descriptive analysis was undertaken and
comparison was then made between job families or staff bands.
To consider the accuracy of using staff band as an indicator of deprivation, postcodes
taken from current payroll data (available for 98% of workforce) by staff band were
mapped to the Scottish Government 2009 Scottish Index of Multiple Deprivation
datasheets 6 using Microsoft excel. The Scottish Index of Multiple Deprivation (SIMD) is a
tool developed to guide targeted interventions to areas which are most in need. Each data
zone is assigned an SIMD score and is rated alongside all other areas in Scotland for 37
5

6

Analysis of characteristics of staff redeployed through ill health or organisational change
was considered however, it was not possible to access data within the time scale of this
study.
Available at http://www.scotland.gov.uk/Topics/Statistics/SIMD/SIMDPostcodeLookup
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indicators across 7 domains. The domains include current income, employment, health,
education, skills and training, housing, geographic access and crime. 7
2.2.3 Gaps in the data
Following initial review of data available and discussion with key informants it became
apparent that objectives 4 and 5 could not be adequately addressed through secondary
analysis. There was insufficient data relating to engagement with HWL activity and on staff
health behaviours.
Staff group engagement
In an attempt to gather some insight on engagement and to draw on the learning from
participation in the Healthy Working Lives Awards activity, telephone interviews were
conducted with a sample of managers with responsibility for progressing the HWL Award
Scheme in their clusters within NHSGGC (HWL Leads). Managers were selected at
random from a list of 15 key contacts and 8 interviews were conducted, each lasting
approximately 30 minutes Although some responses were specific to the geographic area
or clinic setting, responses relating to engagement of staff groups were consistent,
therefore, saturation was achieved. 8
Health behaviours
Very little data was available regarding staff health behaviours. The Health and Well Being
Survey (HWS) is a population based survey conducted in Greater Glasgow and Clyde
which aims to provide information to support monitoring of health promotion interventions
and explore the different experience of health and wellbeing across communities in the
Greater Glasgow & Clyde area.
Prevalence rates from HWS respondents aged 16 to 64 in employment were applied to the
characteristics of the NHSGGC workforce aged between 16 and 64. Analysis 9 was
performed using SPSS software to identify statistically significant findings from the HWS
(sub) sample and infer the prevalence of ill health and health related behaviours (e.g.
smoking) in the NHSGGC workforce.

7
8
9

For more information on SIMD visit http://www.scotland.gov.uk/Topics/Statistics/SIMD
Full details are available from Public Health resource Unit NHSGGC
Chi square test, p<0.01
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2.3

Findings

2.3.1 The NHSGGC Workforce
From NHSGGC Workforce planning data December 2011. NHSGGC has approximately
39,000 employees, of which 82% are resident in the NHSGGC area and 10% live within
NHS Lanarkshire boundary.
Gender
The majority of the workforce are female (78%). Gender distribution is similar across
bands 1 to 8 ranging from 73% female in band 8 to 88% female in band 4. This changes
for staff on band 9 and in posts not graded on the Agenda for Change scales (executives,
medics and dentists) where 50% of staff are female.
Graph 2.1: Band by gender
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Graph 2.2: Job family by gender
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This changes little when considering job families with the exception of support services
where 58% of staff are female.
Ethnicity
Data on ethnicity is limited. Overall approximately 60% of the workforce is known to be
White Scottish, White Irish or White British (referred to as White SIB from here).
Although only 1% of the workforce declined to provide details, data is not known for a third
of the workforce. Available data suggests that the lowest proportion of White SIB staff is
found in the facilities staff group or in staff in Bands 1 & 2, with an increase in proportion of
White SIB staff through the bands. However the highest proportion of missing data is also
to be found in Bands 1 and 2 and decreases as the band increase. This may reflect poor
recording of ethnicity data when staff are from Black and Minority Ethnic backgrounds or
simply poor recording overall.
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Age
Almost half of the workforce (49%) is located within the 15 year age span between 40 to
54 years. Graph 2.3 details the age distribution of staff.
Graph 2.3: Percentage of workforce by age
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Only 0.15% of the workforce are aged under 20 (n=60) and 0.5% are aged 65 or older
(n=210).
Job families
Human resources categorise NHS GGC posts into 11 job families as follows:
Table 2.1: Workforce by job family

Job family

% of workforce

Nursing and Midwifery

43%

Administrative Services

16%

Support Services

13%

Medical and Dental

10%

Allied Health Profession

8%

Healthcare Sciences

5%

Other Therapeutic

3%

Medical and Dental Support

1%

Personal and Social Care

1%

Executive

1%
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Workforce by Agenda for Change Band
The majority of NHS posts are located within the Agenda for Change (AfC) grading and
pay system. 10 Graph 4 below shows the distribution in NHSGGC workforce by AfC bands
(Band 1 are lowest paid posts, Band 9 the highest in this scale). Medical and dental staff
and executive level manager posts are not aligned to Agenda for Change pay scales and
appear below as “Non AfC”.
Graph 2.4: Workforce by band
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This distribution varies considerably between job families, for example within the Nursing
and Midwifery family, most workers are on bands 5, 6 and 7. Graphs 2.5 and 2.6 illustrate
the distribution in support services and administrative services.

10

For more detail on salaries visit http://www.nhscareers.nhs.uk/details/default.aspx?id=766
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% of Support Services

Graph 2.5: Support services job family by band
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Graph 2.6: Administrative services job family by band
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Band 1, 2 and 3 posts may be referred to as “entry level” jobs. The implication of this term
is that workers will move on from these jobs as they gain experience within an
organisation. Less than 20% of the workforce in these bands is aged 30 or younger as
illustrated in Graph 2.7.
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Graph 2.7: AfC band by age
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Staff band as an indicator of deprivation
Valid postcodes were available for 98% of NHS GGC workforce. Postcodes were mapped
to the SIMD ranking for their area. Graph 2.8 shows the proportion of staff within each
band living in each of the 5 SIMD quintiles. A lower ranking indicates greater deprivation.
This clearly demonstrates that the proportion of people living in the most deprived quintile
(Q1) is highest in the lower bands and gradually decreases. Conversely, the proportion of
people living in the least deprived areas is lowest in the lower bands and increases with
each increase in band.
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Graph 2.8: Band by SIMD Quintile

Q1

Q2

Q3

Q4

Q5

70
60

% of band

50
40
30
20
10
0
1

2

3

4

5

6

7

8

9

Band

This is most apparent when comparing the SIMD quintile distribution between support
services staff (mostly band 1, 2, 3) and medical staff. The distribution for medical staff is
similar for the Executive family (Band 9 and salaries above this) as illustrated in Graph 2.9
below.
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Graph 2.9: Comparison – Medical and Support Services Staff
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Whilst these findings are largely to be expected, this is the first time that local data has
been used to support these assumptions in the workforce and provides an insight and
direction for the adoption of a targeted approach to address inequality through workplace
health improvement activity.
2.3.2 Ill health in the workforce
Sickness absence
Sickness absence data is collated by payroll and is considered to be the most accurate
data within the organisation. Sickness absence rates are calculated as a percentage of the
overall working hours.
Within NHS GGC, short term sickness absence rates are similar across job families and
bands, however, a statistically significant difference is observed in long term and overall
sickness absence (p< 0.05). 11 Sickness absence rates are considerably higher for bands
1, 2 and 3 than other bands. Graph 2.10 illustrates a gradient across the bands.

11

With the exception of between bands 1&2, 4&6 and 7&8
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Graph 2.10: Overall sickness absence by band
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When analysed by job family, sickness absence rates are highest in support services and
lowest in executive and medical and dental. Graph 2.11 provides details for all job families.
Graph 2.11: Absence percentage by job family
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Retirement due to ill health
In the period 2011 to 2012, 163 NHSGGC employees retired from employment due to ill
health. This was disproportionately high for lower paid staff. Band 2 employees were the
largest group accounting for 34% of all retirement through ill health. Half of all those
retiring through ill health were from bands 1, 2 and 3.
Graph 2.12: Retirement due to ill health
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Death in service
A study conducted by Kerry Freer at NHSGGC Occupational Health services identified a
significant difference in the mortality rates across staff groups. Support services staff had
the highest mortality rate of 3 per 1000 per annum and medical staff had the lowest
mortality rate of 0.5 per 1000 per annum. Dr Freer concludes “the significant difference in
death rate when comparing support services staff to a number of other staff groups
suggests health inequality within the workforce.”
Referrals to the Occupational Health Service

12

Publication pending.
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Details of employee band or job family are not routinely recorded by the Occupational
Health Service and therefore a comparative analysis on health conditions could not be
conducted. However, the reasons for referral do provide an insight into the health issues
that affect all staff at work.
The Occupational Health Service received 6106 referrals between October 2010 and
September 2011. The commonest reason for referral was for mental health issues which
accounted for 40% of referrals to the service. Reasons for referral are further categorised
into work and non work related causes by Occupational Health clinicians based on
information provided by the employee during assessment. Of the referrals for mental
health issues, 40% related to non-work causes and a further 20% were a combination of
work and non-work related causes.
Far fewer referrals were made for back (9%) and other musculoskeletal disorders (16%).
Overall, only 22% of referrals were linked exclusively to work related causes.
Self reported ill health
The NHSGGC staff survey is open to all staff members and participation is encouraged
through internal newsletters, team briefs and promotion by managers. The survey is
available for online or paper completion. Response rates are relatively low. The most
recent survey was conducted in 2011 and 24% of the workforce responded (n=9532).
Unfortunately, the staff group categorisation used in the survey was not the same as those
used across the organisation. Four per cent of staff survey responses were received from
staff self identified as “ancillary” or “maintenance and estates” workers. This suggests an
under representation of these work groups as support services staff make up 13% of the
workforce.
Although limited, the findings do indicate variation in the workplace experiences of staff
groups. For example, respondents were asked if they had a condition that had lasted or
was expected to last for 12 months or more. Overall 4% of respondents stated they had a
long term chronic illness. This was substantially higher for maintenance and estates
workers at 13% and for ancillary workers at 7%.
Overall 3% of respondents stated they had a long term mental health condition and this
was higher for ancillary staff (6%) and lower amongst maintenance and estates workers.
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2.3.3 Determinants of health/health behaviours
The Whitehall studies

13

conducted between the 1960s and 1980s identified a health

gradient in civil service employees with those on lower grades experience poorer health
than those on higher grades. The studies suggest that freedom to act and satisfaction
within the workplace have an impact on staff health. In the NHSGGC staff survey a series
of questions are asked in relation to this. Respondents are asked to rate their level of
agreement with questions such as:


I have choice in determining what I do



I have scope for using my initiative



My line manager encourages me at work



I have a sense of achievement from what I do.



Does NHSGGC act fairly and offer equality of opportunity with regard to career
progression / promotion? (For example, do you think it acts fairly regardless of age,
disability, gender reassignment, marriage and civil partnership, pregnancy & maternity
leave?)

Responses from ancillary and maintenance and estates workers consistently showed
lower satisfaction, control and support and greater experience of ill health than in other
staff groups. Respondents were also asked about bullying and discrimination in the
workplace. Experience of discrimination was highest in maintenance and estates workers
than other staff groups. One fifth of ancillary respondents reported experience of
discrimination and of these 15% stated this had happened 10 times or more.
Experience of bullying was also highest in maintenance and estates workers (34%) and
high in ancillary staff (27%) compared to nurses (21%) and ward mangers (21%). Across
all staff groups, workers were most likely to report experience of bullying or discrimination
from a manager or colleague. Most chose not to report these experiences because of fear
of repercussions or an expectation that nothing would happen.
Health needs assessment
As part of the Healthy Working Lives Awards, each cluster within NHSGGC conducted a
staff Health Needs Assessment (HNA). The largest response came for the Acute sector.
This is administered as an online survey and in paper form with a small proportion of staff

13

For example Marmot MG & Smith GD (1991) “Health Inequalities Among British Civil
Servants: Thw Whitehall 2 Study.” Lancet 337 (8754)
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in this cluster responding overall (n=740). Support services staff accounted for 6% of
responses (n=44).
Again, a number of limitations apply to this data including the small sample and potential
responder bias. However, findings do indicate that a greater proportion of support services
staff smoke, consume more than the recommended amount of alcohol and do not achieve
the recommended physical activity than other staff groups but that they are aware of the
adverse effects of consuming alcohol and smoking. Although more likely to report working
in an unsafe environment, support services staff were aware of health and safety
monitoring and reporting procedures.
The NHS GGC Health and Wellbeing Survey
Given the dearth of information available on staff health behaviours, analysis of NHS GGC
Health & Wellbeing Survey data from 2008 was conducted.
We hypothesised that as approximately 82% of the workforce live within the NHS GGC
boundary, findings from the general population in this area could be used to infer the
prevalence of some health issues and health related behaviours of staff. Again, a number
of limitations apply. In particular, the potential for health care staff to have an existing
greater awareness of the some health issues and therefore, potentially have healthier
lifestyles. Consequently, it is important to recognise that prevalence of these behaviours
within the workforce is an inference only.
To provide the most accurate comparison, the prevalence of behaviours from HWB survey
respondents from the general population currently in employment and aged between 16
and 64 (from here referred to as the HWB sample) were applied to data from the
NHSGGC workforce aged between 16 and 64.
Given the relatively small sample size (total number of participants in HWB sub sample =
4709) it was not possible to combine factors such as age, gender and SIMD. However
comparison can be made for each variable. For example, table 2.2 below shows that in the
HWB sample 89% reported a positive perception of their physical health. When applied to
the NHSGGC Workforce this infers that 33,725 member of staff have this positive
perception. It is interesting to note that this was lower amongst women, those in the older
age group and demonstrates a gradient across the SIMD rating.
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Table 2.2: Physical Wellbeing: +ve perception

%

No

Overall

89.0%

33725

Males

90.9%

7290

Females

87.3%

26079

16 to 44

91.4%

17031

45 to 64

86.2%

16601

Quintile 1

87.0%

8135

Quintile 2

88.8%

6070

Quintile 3

89.7%

5765

Quintile 4

90.3%

6029

Quintile 5

91.1%

7836

Data in table 2.3 below illustrates that while there is a higher prevalence of males
consuming more than the recommended levels of alcohol, when applied to the NHSGGC
workforce it infers that this issue affects more than twice the number of female employees
than male. This suggests that an intervention tailored for women may have greater impact
than those targeted for men. Again, the gradient is clear with prevalence considerably
higher in Quintile 1 than in Quintile 5.
Table 2.3: Alcohol consumption: exceeds recommended weekly limits (had drank in past 7 days)

%

No

Overall

37.0%

14020

Males

42.7%

3425

Females

30.0%

8962

<45

38.2%

7118

>45

35.5%

6837

Quintile 1

39.3%

3675

Quintile 2

43.5%

2974

Quintile 3

38.1%

2449

Quintile 4

37.4%

2497

Quintile 5

29.1%

2503

Indeed, the difference in prevalence is statistically significant for SIMD measure of
deprivation across almost all areas for the HWB sample. Higher prevalence is observed in
areas of higher deprivation for smoking, long term conditions, consumption of high fat
snacks, not eating 5 portions of fruit and vegetables per day and indicators of poor mental
health. Lower prevalence was observed for reporting positive perception of physical and
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mental health and achieving recommended levels of physical activity. As stated previously,
the small sample size did not allow for multivariate analysis, however, the Health &
Wellbeing 2008 Survey Report describes the interaction between these factors and other
socio economic measures in the general population. 14
2.3.4 Engagement and awareness
To gauge awareness of and engagement with health improvement activities and services,
data were drawn from a number of sources, each with significant limitations. Therefore, it
is again only possible to provide an indication which can be built upon in the next phase of
this study when conducting qualitative work with staff.
Occupational Health Service
In the staff survey, 83% of respondents reported that they had access to Occupational
Health Services. For maintenance and estates and ancillary staff this was slightly lower at
78%. Awareness of the service was lowest amongst scientific and technical support staff
and bank nurses and highest amongst ward managers and executives.
The Occupational Health Service records job title. However, this is not always completed
and may be inaccurate as records are not routinely updated. Where available, job titles
were used to group staff referred to the service into job families. Whilst the validity of the
data is limited it suggests a proportional referral rate across the staff groups, with the
exception of medical staff where the referral rate was relatively low.
Similarly, the employee counselling service monitoring data suggests a proportionate
referral pattern across job families.
Awareness of Work Life Balance Support
The staff survey and HNA indicate that support services staff have a higher awareness
than other groups of health and well being related policies such as flexible working, mental
health in the workplace and environmental health. However, responses in the staff survey
suggest that policy is not always translated in practice. Only 36% of ancillary staff rated
their opportunities to work flexibly as satisfactory. This was also low for maintenance and
estates staff (41%) and higher in executives (70%) and highest amongst health
improvement / health promotion workers (80%).
14

NHS Greater Glasgow & Clyde 2008 Health & Wellbeing Survey Trends 1999 – 2008
available at
http://www.phru.net/rande/Health%20and%20Wellbeing%202008/Trends%20Final%20Repo
rt.pdf
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Engagement with Health Improvement Activities
Interviews with Healthy Working Lives Leads (HWL Leads) identified a range of activities
across the organisation. The majority of activity focused on awareness raising events such
as positive mental health days, events to promote healthy eating and signposting to
support services such as smoking cessation or the employee counseling service.
Monitoring data for the Healthy Working Lives award scheme is limited and no detail is
retained of the kind of staff who engage with each activity or the impact of this
engagement. HWL Leads stated that they had observed staff from all job families
engaging in activities including nursing, administrative, catering, domestic and portering
workers. In some areas, activities had been targeted at specific staff groups but in most
cases, HWL Leads described staff who were available and on site at the time of the event
taking part.
Findings from the staff survey suggest that awareness of health improvement activity
within NHSGGC is generally low. Overall, 25% of survey respondents stated they had
been invited to participate in health promotion activities. A higher than average proportion
of maintenance and estates and ancillary staff were aware of smoking cessation services
(29% and 21% respectively compared to an average of 14%). They were less likely to be
aware of mental health awareness raising activity (average 15%, ancillary 12% and
maintenance and estates 9%). Ancillary workers were less likely to know about physical
activity promotion around the workplace (13% aware in the ancillary group and 22% on
average).
2.4

Phase 1 conclusions
Population and workplace research consistently identifies a gradient with those on lower
income, who have limited freedom of action or control in workplace have poorer health.
When applied to the NHSGGC workforce, this suggests that lower paid staff will
experience poorer health and would benefit most from health improvement interventions.
Further, this suggests that targeting health improvement activity would result in the
greatest positive impact in terms of workforce.
However, this targeted approach has received some criticism, specifically with concerns
that this approach stereotypes lower paid workers and that assumptions will not be
accurate. Specifically, managers have highlighted that lower paid workers may not be the
only wage earner in the household, therefore, their income will not reflect the household
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income. Further, anecdotal evidence has been provided that many of the lowest paid
workers in administrative and support services roles are recent university graduates.
This analysis, for the first time, considers the theoretical assumptions in the context of
actual recorded data on staff health and well being. It provides data to support
assumptions that a targeted approach to health improvement of staff may be beneficial.
Although each data set has limitations, and in the case of SIMD the potential to impose the
ecological fallacy on findings, the mapping SIMD to staff band demonstrates a clear
gradient across those living in SIMD quintile 1 and 5 and staff band. These findings
suggest that this is a useful proxy measure of income and deprivation.
Further, analysis of age distribution across bands highlights that the majority of employees
in band 1, 2 and 3 are not young graduates and therefore, the view that these posts are
“entry level” and a starting point in employment within the organisation are unfounded.
The vast majority of NHS GGC employees live within the Board boundary. Given the size
of the workforce, improving the health of staff will also improve the health of the population
addressing in part the dual responsibilities for health improvement within the Board.
Although limited, health needs assessment and staff survey data suggest that a level of
awareness of adverse effects of behaviours such as smoking, lack of exercise, excessive
alcohol consumption, poor diet already exists. Therefore, targeted approaches will require
more than simple awareness raising to achieve active engagement and impact with lower
paid workers.
This provides a basis for planning interventions tailored to the NHSGGC workforce and
highlights a number of areas where routine data collection could be improved or enhanced
to inform future health improvement activity in NHSGGC.
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3.1

Introduction
This section summarises the findings from staff interviews comprising Phase 2 of the
Working Well Staff Health research project. Phase 2 technically also covers interviews
with Healthy Working Lives leads. Some analysis of this was included in the Phase 1
report but relevant information emerging from these interviews also features in this report.

3.2

Aims and objectives
Findings from Phase 1 suggest that staff in lower paid positions will experience poorer
health than colleagues in higher paid posts. This led to the development of the research
aims of phase 2:
‐

To identify the effectiveness of current health improvement activity within NHS GGC in
engaging lower paid staff.

‐

To identify appropriate, effective interventions.

The research questions supporting these are:
‐

What are staff health priorities?

‐

Are staff engaging with workplace health improvement activities?

‐

What are the enablers and barriers to engagement?

‐

What role, if any, do staff envisage for NHSGGC as an employer to support health
improvement?

‐
3.3

How can NHSGGC ensure support for staff health is accessible?

Methods
Initially, it had been anticipated that data collection would be undertaken through holding a
series of focus groups. It became clear that it would be difficult to release staff to
participate in groups therefore this was approach was rejected in favour of one to one
interviews.
A number of job families within the facilities directorate were initially identified with support
from the HR for the directorate. In addition, after the first two sets of interviews, the Health
Records manager was approached and facilitated interviews with staff within Health
Records.
The interview schedule covered:
‐

Identifying health (improvement) priorities
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‐

Role of NHS GGC as an employer

‐

Engagement with NHS GGC health improvement activities.

‐

Ideas for service provision

‐

Checking out information/sharing information as appropriate

21 interviews were conductedwith staff with personal characteristics recorded as follows:
Table 3.1: Interviewees and recorded characteristics

Staff group

Gender Age Band

Catering (SGH) 1
Catering (SGH) 2
Catering (SGH) 3
Catering (SGH) 4
Catering (SGH) 5
*Catering (SGH) 6
Laundry (SGH) 1
Laundry (SGH) 2
Laundry (SGH) 3
*Laundry (SGH) 4
*Laundry (SGH) 5
*Laundry (SGH) 6
Health Records (Stobhill) 1
Health Records (Stobhill) 2
Health Records (GRI) 1
Health Records (GRI) 2
Health Records (GRI) 3
Health Records (GRI) 4
Health Records (Victoria) 1
Health Records (Victoria) 2
Health Records (Victoria) 3

F
F
F
M
F
F
F
M
F
F
F
M
F
F
F
F
F
F
F
F
F

Length of service
in years
18
27
29
37
11
3

48
57
54
62
40
57

5

28
44
47
49
54
32
48
46
44

2
2
2
2
3
3
3
2
2

4
20
33
14
7
24
28
7
17
7
20
12
23

Only ages and other characteristics stated by the interviewee and recorded on paper or on
the audio have been included. Laundry staff, for the majority, are Band 1. Most of the
Catering staff interviewed are Catering Assistants (Band 2).
The majority of interviews were recorded. Permission was sought from the interviewees to
do this. One interviewee declined to be recorded. Three interviews were not recorded due
to technical difficulties. Those interviews not recorded are marked with a *. In some of the
non-recorded interviews, some verbatim quotes have been transcribed.
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3.4 Findings related to health improvement
3.4.1 What are staff health priorities?
Priorities were identified by asking if there were currently any areas of health or wellbeing
which were of concern or interest to that staff member. Of those who identified concerns or
interests in response to the initial question, these are as follows:
Table 3.2: Staff health priorities

Initial concern/issue

No. of people

Working environment concerns e.g. ventilation

4

Work-related stress

3

Weight management

3

Improve/maintain general fitness

2

Musculoskeletal issues

2

Stress related to child’s wellbeing

1

Health issues related to pre-existing condition/disability

1

Recent anxiety/depression

1

Following discussion of these issues, the interviewers then raised the issue of potential
health improvement areas with interviewees. In the initial interviews, staff were
encouraged to self-select topics. For these interviews, some photos relating to physical
activity, diet/nutrition, smoking, alcohol and mental health were laid out as visual prompts.
This approach was altered in later interviews to ask directly about physical activity,
diet/nutrition, smoking, alcohol and mental health in turn. The rest of this section outlines
this discussion incorporating the above topics where relevant.
3.4.2 Coping with physical demands of job
The majority of staff described physical demands related to their job and sometimes
injuries or pain associated with them. Both a catering assistant and a laundry worker
indicated the work was less heavy due to job changes or improved equipment. The
majority of staff interviewed, however, described their work as physically demanding. Staff
with physically demanding jobs do not always recognise this as a form of physical activity:
I don’t exercise. I don’t have time to exercise, I have two jobs – Catering staff member
Specific issues were raised by staff in relation to being on feet all day. Catering staff are
not currently allowed seats in their working environment and have to wear safety shoes.
The health and safety reasons for both of these are unclear to staff who consider both to
worsen the physical demands of the job. Other demands raised were:
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Catering



Moving trolleys: I’m having to cart my [trolley] through different doors into a lift down
the lift into other double doors through other double doors which you have to open
manually… so you’ve got this big trolley trying to pull it in and out and I stand it my
kitchen all day and my back… I went to my doctor’s and she says it’s been with the
pushing and pulling of the trolleys… Obviously it’s just been the twisting and turning
trying to get in and out of doors



On feet all day: kitchen’s down in surgical three floors one on each floor, you’re all the
way up kitchen’s all the way through all the way to maternity so you’re walking miles
every day … we’re wearing they stupid shoes… and they’re killing your feet. I’ve never
had hard skin like it in my puff so that’s the other thing that’s about the they need
podiatrists to do their feet because feet are all full of hard skin but I still don’t see the
reason why we are still wearing these big heavy stupid shoes

Laundry



On feet all day: You are on your feet but people think “the laundry, it’s dead hard, it’s
dead hard”. There are some jobs, you go up the stair, it can be quite … if you’ve no
done it for a while you end up sore. But for the years we’ve done it, I think you get
used to it and it’s not that hard I don’t think... It’s not hard except that you are on your
feet all day.



Physically demanding: But in my position sometimes it is pretty heavy exercising to be
honest [up on sorting]. Sometimes those things [laundry] are pretty wet and folded
and it’s hard to take them out so yes, I am all wet [sweating] after 20 minutes. Yes, I
am exercising at work as well.



Heat: Heat makes it worse, you get agitated

Health Records



On feet all day (some staff): We’re very active, we’re admissions so we walk to the
wards… most of our day is probably on our feet… it’s tiring… people assume that you
sit at a computer all day, we’re up and down… because we deliver we can go from this
department to the old building



Physically demanding: We do lift heavy case notes… I think when we go paper light it
will be better for everybody



Heating and ventilation: we’re doing physical work... it’s roasting hot in the summer,
freezing cold in the winter, it’s never easy
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There was evidence that issues have been resolved positively in some cases:
The health and safety manager was out and he says there’s no way [staff should] take
trolleys to the ward themselves so now there’s three of us. One person has to open the
door... so they’ve kind of changed it all – Catering staff member
Potential areas for health improvement interventions
In response to issues raised by interviewees::



Provide learning on/access to exercise which counterbalances the effects of
physical demands of jobs.




Improve access to Podiatry and Physiotherapy services
Clarify health and safety issues in relation to jobs

3.4.3 Physical activity
I love [zumba], I feel great when I come out the door I feel an adrenaline rush… I feel like I
could run up a mountain – Health Records staff member
Almost all interviewees described some degree of physical activity outwith the demands of
their work from walking their dog to training for a 10k. Four participants walked either to
work or to and from work for some or all of their journey. This involved at least twenty-five
minutes walk for each journey. The reasons for this were not explored in every case but
one of these people also identified cost as a barrier to structured physical activity. It may
be that walking to work, for some staff, is also a financially-related decision.
Five interviewees had membership of a local authority or private gym, or participated in
fitness classes outwith onsite services but walking was the most popular activity. One
person who walked for a substantial part of her working day also identified walking as her
main way of exercising outwith work:
I walk during the week cause I find it quite a stress relief – Health Records staff member
NHS gyms and fitness classes
For those who use NHS GGC facilities, these were generally viewed as accessible and
cost-effective in comparison with private alternatives. One person also described taking
part in exercise classes in the Victoria which cost £3.50 per class. Three staff, all of whom
work in SGH, said they use the workplace gym which costs £2.50 per week. One staff
member said her husband, who is also an employee, regularly used the gym. Some issues
did arise in relation to on-site gyms:
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The size of the gym was considered to be too small for the number of people using it.
Two users said that they did not know how to use a new piece of equipment.

Though very few interviewees had access to or used a staff gym, there was some
indication that those who did use the gym have previously been members of other private
or local authority gyms. This, combined with stated lack of knowledge of some pieces of
equipment, suggests that the lack of instruction and induction is a barrier to participation
for those who are new to gyms. This potentially increases the inequality between those
who have used private gyms in the past and those who have never used gyms. One
interviewee described, with humour, a fall while using a piece of equipment with which she
was unfamiliar. She seemed to be unhurt by the incident but it raises health and safety
issues in relation to unsupervised gyms. Health at Work are currently working with the
Acute Health Improvement Team to produce guidance on workplace gyms.
Events and charity runs and walks
A number of staff have taken part in events and charity runs and walks, “Race for Life”
being the most frequently cited. (This type of activity also emerged in interviews with
Healthy Working Lives Leads though it was reported that it doesn’t contribute to the
award.) There were social benefits such as opportunities to link with people from other job
families or banding:
One of our supervisors is a Para Olympic coach. One of the other supervisors has a
nephew who is actually in the Para Olympic team, so we’re kinda doing our bit to help but
we’ve never been included before – Laundry staff member
One of the doctor’s daughter’s got leukemia… What’s the name of her charity, I can’t
remember what it, I can’t remember what it was called. I did one for that … and the nurses
did a big raffle thing – Health Records staff member
The negative aspect of these is the financial implications for workers relating to
sponsorship requests e.g.
There’s a constant flow of money in here... I keep it to my friends and family – Health
Records staff member
Barriers to participation in physical activity
A number of barriers to physical activity were identified by interviewees:



Cost was seen as a negative issue (access to private and local authority facilities, and
for one disabled interviewee, a personal trainer) and a positive one (the lower cost of
NHS gyms and fitness classes).
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Shift work
Family health/caring responsibilities
Tiredness following physically demanding work.
Reluctance due to not having friends or colleagues involved.
Classes being too difficult for level of fitness

I used to go to aerobics, I used to go to belly dancing, before I came on this shift. I think
that’s what I miss, I’ve got nowhere to go. It’s, I suppose this might sound derogatory but
it’s grab a granny time in the afternoon. You know, they’ve got tea dances and things like
that... I hate the gym but would use the gym equipment in the house but I like to do
something social where you can have a laugh as well as exercise but I’ve stopped all that
since I came on this shift because I don’t have anywhere to go in the afternoon – Catering
staff member
Potential areas for health improvement interventions
Ideas/issues raised by staff:



Access to one or two classes at reduced cost rather than full gym/Glasgow Club
membership




Instruction/induction introduced to staff gyms.
More on-site classes: e.g. Zumba or pilates and also lunchtime walking

In response to issues raised by interviewees:



More structured support and policy for participation in charity and event runs and
walks e.g. within Healthy Working Lives




Improved promotion of existing opportunities.
Improve awareness of physical activity on the job as exercise

3.4.4 Smoking
[I gave up for] a couple of year[s] then my mum died of lung cancer and I started again.
How ironic is that. – Health Records staff
Of the 21 interviewees, eight are current smokers (one described himself as an occasional
smoker), one person’s smoking status is not recorded, three are former smokers, and nine
are non-smokers. Two current smokers described quitting smoking for a period of time but
took it up again after a crisis and bereavement respectively. There were differences in
smoking between job families: most interviewees in the laundry whose smoking status was
recorded were current smokers (n.=4), half of catering staff interviewed (no.=3) were
current smokers while only one of the Health Records staff was a current smoker. Of all
the smokers, one indicated an interest in quitting but was unable to access GP smoking
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cessation services until a year had passed since previous quit attempt. She was unaware
of smoking cessation services for staff. Another smoker was also unaware of staff services
but suggested shift work was a barrier to accessing these.
Potential areas for health improvement interventions
In response to issues raised by interviewees:




Support for quitters at risk of taking up smoking again after crisis.
Increase access to smoking cessation services in the workplace

3.4.5 Alcohol
Alcohol was the least discussed topic. There is no data recorded for alcohol consumption
for eight interviewees. Of those asked about alcohol or who raised the issue, nine were
from health records, three were from laundry and one from catering. All described their
intake as very rare, occasional or at weekends. No one indicated an interest in tackling
issues related to alcohol other than one person in relation to weight management.
Potential area for health improvement interventions
In response to issues raised by interviewees:



Alcohol information and support in relation to weight management.

3.4.6 Diet/nutrition
In response to question in relation to healthy eating or within identified priorities, a number
of issues were discussed:
Healthy eating knowledge and behaviour
Seven people perceived their diet to be generally healthy while three said their diet was
unhealthy. While all those who discussed their diet indicated in some way that they had
knowledge of healthy eating, there is some uncertainty as to whether this is the case:
I’m quite fussy… so I won’t eat what I don’t like, coleslaws and cheese. I don’t eat
anything like that. I just don’t like it. I can eat a bit of cheese if it’s too, like if it was lasagne
I could take the top off it… But I like curries and things like that... I’ll eat that kind of thing
but I don’t eat like anything really healthy I must say but I’m not a very healthy person… I
do eat fruit and I like veg or certain veg but I’ll no eat them – Health Records staff member
Weight management
Weight management issues in relation to diet/nutrition were raised by nine interviewees.
There was no specific question on participation in weight management routine but three
people said they were attending a class (either Scottish Slimmers or Weight Watchers),
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two had attended in the past but were not currently doing so, and one person was
considering Weight Watchers. One person said she was unsure why she had gained
weight while following a Weight Watchers diet plan.
Attitudes towards canteen food and eating at work
In interviews in which canteen food and eating at work was discussed, nine interviewees
expressed attitudes towards canteen food, eight of which were negative in terms of either
quality, healthy options or cost or a combination of these. One worker said that shift work
meant by the time she got to the canteen, healthy options had sold out although it was
possible to pre-order a healthy option. Despite these views, interviewees who were
dissatisfied with canteen food were able to identify both healthy and unhealthy options:
You can get salad, you can get a portion of salad but it’s your basic em lettuce, tomato
and red onion and their salads, as much as their salads are great and they’re big salads, a
lot of it is like em tuna mayonnaise with rice, pasta, rice or a pasta and there’s not a lot of
salad on it… like they do different things but likes of there’s a Scotch pie sitting there and
that’s not healthy surely?... I used to have porridge up there cause they’ve got porridge…
You can’t even get toast up the stair – Health Records staff member
For some, the available food combinations were an issue:
Health Records staff member: They have fish sometimes on a Friday and when you ask
for salad with it, you’ve got to pay for an extra portion… you get the potato things but
sometimes they’re hard
Interviewer: You get potatoes with the cost but salad would be extra?
Health Records staff member: Yeah.
At least four of the interviewees brought a home-made lunch in with them (not everyone
was asked this). The lack of tea or staff rooms in some locations is an issue in terms of
having somewhere to eat a brought-in lunch and as a place for making tea and coffee –
many staff have the sole option of buying hot beverages from the canteen. One person
said the working environment was too dirty to eat in and that she and colleagues went
outside to eat with lunches they brought with them.
One interviewee mentioned that colleagues regularly bought fruit and vegetables from the
on-site fruit barrow because it was handy and fresh and she thought this formed part of
their regular shopping rather than specifically for snacking in the workplace.
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Barriers to healthy eating
The following were identified as barriers to healthy eating:
‐

Shift work: Eating regularly and healthily is also difficult on night shift. When you are
tired you eat constantly – Laundry staff member

‐

Partner doesn’t eat healthily: it’s only me and my husband in the house now, it seems
a bit hard cos he’s not into vegetables and that like I am so it’s either that or make two
separate meals every night – Health Records staff member (For others, their partner
did eat healthily but this didn’t substantially influence their food choices: Like he eats
fish every night and everything and that’s quite healthy. It doesn’t appeal to me –
Catering staff member)

‐

Stress, boredom and comfort eating: it’s a load of rubbish I eat… I think just because
it’s there and I’m bored – Health Records staff member

‐

Lack of success in dieting attempts: I used to go to swim aerobics and I used to go to a
diet class and it got to the stage where I wouldn’t be losing anything – Health Records
staff member

‐

Ageing: And I think women definitely as they get older, it’s harder to lose it – Health
Records staff member
Potential areas for health improvement interventions
Ideas/issues raised by staff:




On-site weight management classes including information on healthy eating
Advice on diet/nutrition for those working on night shift

3.4.7 Mental health
The stigma of mental health in the workplace may be a reason why two members of staff
(from different job families) said they were unaware of or hadn’t come across mental
health issues in the workplace
I’ve never known any of my colleagues to suffer from depression – Catering staff member
In some cases, staff suggested they knew colleagues who were experiencing mental
health issues but did not disclose any issue themselves.
Non work-related stress
One interviewee suggested there were other reasons for stress than the workplace:
The other thing that I think would be useful would be something for stress information.
We’ve had a few who have stressed, whether it’s personal, well it’s mostly personal stress,

37

Phase 2a – Staff Interviews

mostly social, debt, you know, the things that everybody knows about – Laundry staff
member
These were not explored more broadly in the interviews but it suggests that the current
information for staff on issues such as the money management guide is not reaching or
supporting this group.
Three people said they had experienced stress, low mood, or anxiety in relation to family
health issues. Another person was going through a divorce process and raised this in
relation to stress and not bringing personal issues into work.
Stress and work-related challenges
Work-related stress was a strong theme in the interviews. It was foremost on the minds of
some staff:
Interviewer: Is your job
Health Records staff member: Stressful, yes
Twelve interviewees specifically said their job was stressful, the majority of these put this
down to their workload. Two said their stress related to reduced staffing:
When I started working here there were six people upstairs and it was still pretty hard to
work there. Now it’s only four of us and so if we are short of staff, there is only three
people to sort laundry on the belt. You still can’t put the switch for the belt off because you
are stopping production... I think they should be more understanding of us, more
supportive, like okay there is only three of you, maybe we give you someone to help or
maybe if it’s too much, stop it for thirty secs or a minute – Laundry staff member
Other issues emerged such as unpaid overtime and the emotional impact of the work:
I did self-refer myself to Occupational Health about a year ago because it got too much, I
just felt as if I was working late every night… doing unpaid overtime… I now have twentyfive clinics a week and I have sixteen different specialties and the only time I get any time
off is a Thursday afternoon and then they move me elsewhere to work elsewhere so I just
feel I’m not getting my work done…I do enjoy my job, some days it’s great, I absolutely
love it.. most of the public are great, you get the odd cranky one… I get to know
[patients]… I’ve been crying a lot, I was crying on Wednesday and the Wednesday before
because I’ve lost three different patients – Health Records staff member
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Catering and health records staff have patient contact as part of their work. This contact is
relatively new for some staff. The mental health implications may not have been explored
at a training, management or supervisory level:
Now I’ve tried to switch off but there is some days when I think I can’t be over here cause
they’re crying and shouting for their mums and you’re sitting watching these old people
that are shouting for their mummies and it’s hard going – Catering staff member
The impact on the patient was more broadly a work-related stress factor:
There is a bit of a stress because you’ve got to try and get everything together and If there
isn’t any case notes and letters and everything, the doctors won’t see the patient, you’ve
been onto a secretary, you’ll email a secretary, somebody might be on holiday or
somebody’s not in their office – Health Records staff member
Two people did identify stress-reducing aspects of work. The first was a perceived
camaraderie among staff when working the night shift. The other was a staff member, who
had changed job within the organisation. She identified peer support in terms of having
colleagues help her to learn the job as a factor in reducing stress in comparison with her
previous job.
There was some indication that mental health may be recognised by whether sick leave is
taken:
I wasn’t off my work with it but I did feel really low – Catering staff member
Isolation
It is a stressful environment. It’s not a happy place. Everyone works with their back to each
other. – Laundry staff member
Issues in relation to feeling isolated in the workplace were raised by specifically by six
interviewees from across the staff groups involved e.g. where we basically are, we’re kind
of ignored. This was related to changes in the way the work is structured, workload, lack of
social spaces, not being kept informed, language differences and location.
We worked in one big kitchen the lot of us. It was thirty, forty, fifty and it was great but now
it’s two or three of us here there and everywhere. Some weeks you don’t see anybody for
weeks and weeks – Catering staff member
The isolation of one colleague in relation to peers also emerged:
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I can’t speak to him, [the supervisor] can’t speak to him either – Health Records staff
member
Resolving isolation also emerged as goal in discussion related to physical activity. One
interviewee suggested an exercise or other class:
Once a week… even a class just to talk to people kind of thing – Health Records staff
member
Depression and anxiety
One person said she had recently been off sick due to depression and anxiety, another
said she had been diagnosed as depressed by her doctor. Another interviewee said she
experienced anxiety and tended to get palpitations at work.
The reason I did go off sick there was because I was getting anxious all the time, I was
getting panicky and things like that and I don’t know if it was work, life, a bit of both
whatever but I went to the doctor and she said I was run down physically and mentally and
she put me on some antidepressants… I was off work for just about eleven weeks or
something. I’ve never been off my work like that in my life ever – Health Records staff
member
Potential area for health improvement interventions
Ideas/issues raised by staff:




The DVD from Occupational Health was considered to be helpful
Access to social spaces and opportunities such as tea rooms, a social club or a
class



Awareness raising activities on recognising the signs of depression or anxiety in
the workplace




Improve information on services for staff and community services
Relaxation, exercise or other classes

In response to issues raised by interviewees:




Increase opportunities for staff to meet regularly
Training/support in relation to dealing with the emotional impact of the job.

3.4.8 Other issues raised



Three people mentioned the menopause as a factor in feeling uncomfortable.
Symptoms related to menopause were considered to be aggravated by working
conditions. This was not limited to any particular job family. Two interviewees were
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experiencing this while another said a number of colleagues found the heat, for
example, difficult in these circumstances.
The heat distribution is poor… girls that are going through the menopause that’s not a
great scenario – Health Records staff member



A catering and health records staff member both raised concerns about either disease
control/isolation areas:
There’s some wards I don’t go into the side room cos they’re infection and I just ask
one of them to go in and bring the trays for me, we’re still taking them but I’m not going
into the I wouldn’t go into the ward because it’s got don’t go in but they’re coming out
with that tray and I’m putting it straight back and it’s coming into the kitchen it is a kind
of crazy – Catering staff member



Shift work and working in more than one job had an overall effect on a participant’s
health and wellbeing. For someone working in more than one job, time off does not
always occur concurrently.
Catering staff member: So one week you get a Thursday off the following week you
get a Saturday Sunday the next week you get a Friday off, it’s totally weird
Interviewer: In the Thursdays that you’re off though are you in here on those days?
Catering staff member: Yeah, you don’t get a break



One interviewee, who had a supervisory role, suggested that changes to the role of
catering assistant meant there were new literacy demands on staff
I find that some of them are finding it more stressful now cause they’re having to think
ahead… and again you just take for granted that everyone can read and can write and
all these different things – Catering staff member



Environmental issues such as cleanliness of working environment (one person was
concerned about insects in health records)
A lot of girls have dry skin and that cause when you touch the records they’re dirty. It’s
not the cleanest place... and a lot of people have dry eyes – Health Records staff
member



A range of work/life balance issues have emerged, for example:
People are mostly very very afraid of losing their job so they are able to completely
everything, just to keep the job. There is no one going to refuse to work overtime
because people are afraid to lose their job. – Laundry staff member
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Potential area for interventions
In response to issues raised by interviewees:



Identify and implement reasonable adjustments to the work and working conditions
of women experiencing symptoms relating to the menopause.



Provide guidance to non-clinical staff who may work close to or with staff working
in disease control areas including handling materials such as dinner dishes or files
from wards.



Targetted health improvement support for shift workers and those holding more
than one job.



Reduce the stigma of low literacy in the workplace by raising awareness of the
issue and how it can be raised in supervision, providing support for literacy tasks,
and increasing access to literacy-related learning.



Policy guidance around compulsory overtime.

3.5 Other findings
3.5.1 Are staff engaging with workplace health improvement activities?
There is some evidence that staff do engage in workplace health improvement activities
where they are available and if they are aware of them.
One participant had briefly taken part in the Health at Work Weigh in @Work programme
at a Patient Information Centre. (This programme has, however, been successful in
engaging up to 80 staff on a regular drop-in basis. 15 ) In another example, one Clerical
Assistant from Health Records was participating in on-site exercise classes but one of her
colleagues was interested in participating in classes but was unaware of their existence.
This supports the suggestion from some interviewees that there is a lack of social spaces
and team meetings and, thus, reduced possibilities for social interaction as well as
information sharing:
the nursing staff have got like tea rooms and stuff like that which we’ve not got access to...
It used to be our own sort of we had the big dining room and we sat in the dining room for
tea but now we’re kind of shipped into this corner going – Catering staff member
We used to get meetings years ago there used to be a Thursday morning meeting but
that’s all stopped going – Health Records staff member
15

Figures in relation to Weigh in @Work: Stobhill supplied by Stobhill Patient Information
Centre.
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None of the other interviewees were aware of or able to recall participating in a Healthy
Working Lives or similar event. From the interviews, however, charity or event runs and
walks emerge as having the highest level of participation. From the Healthy Working Lives
leads interviews, one particular event with the voluntary sector was considered successful
in engaging staff. There may be scope to work more with the voluntary sector to develop
staff health opportunities. The goal or purpose-related nature of these may also be a
contributory factor.
Uptake of the seasonal flu jab in NHS GGC is a measured health behaviour 16 . For
2011/12, this stood at 32.75% of NHSGGC staff. 78% of immunisations took place at dropin sessions. Support staff, who represent 13% of the total workforce, made up 12% of
attendees (n=1270) at the drop-in sessions. 26% of staff in this group attended a drop-in
session. Administrative & Clerical staff, who represent 16% of the total workforce, made
up 15% of attendees (n=1899) at the drop-in sessions. 30% of staff in this group attended
a drop-in session. The flu jab requires a single attendance commitment from staff and is
promoted through posters as well as established communication routes such as Team
Briefs and Staff News.
3.5.2 What are the enablers and barriers to engagement?
The barriers to participating in physical activity outlined in 2.3 may be representative of
barriers to engagement more generally. Having time to access activities is an issue. This
is the case during work (there’s no time now... before you could have a lull... it’s just like
constant) or outwith working hours (even if you did have things on I haven’t got time).
Despite this, some people do currently participate in after work activities and some staff
were able to identify preferred times for activities to take place.
Communication and access to information were identified as barriers to engagement. This
links to reported feelings of isolation. Team briefings do not seem to be happening in a
consistent way. (One interviewee said their last team briefing session was approximately
six months ago.) Health Records staff, in particular, were aware of potentially useful
information on StaffNet but said they little time to access this:
[health services info] And people say you’ll get it on the internet. Internet are they having a
laugh, I don’t even have time to phone anybody do you know what I mean? I just think

16

Figures for Occupational Health Service - Flu Statistics 2011/12 for programme commencing
3 October 2011 supplied by NHS GGC Public Health Protection Unit.
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about the job the whole time I’m there… it’s on Staffnet but I don’t even have time to look
at that honestly – Health Records staff member
Given that for many of the interviewees there is limited or no access to information on
StaffNet or email, the role of supervisors and line managers in informing and enabling staff
is perhaps more enhanced than it may be with other job families.
Posters and flyers were identified as good ways to provide information to staff. One
member of staff said more information on staff health should be provided as part of their
induction.
I would rather see a poster cause everyone would look at a poster – Health Records staff
member
3.5.3 What role, if any, do staff envisage for NHSGGC to support health improvement?
Evidence from the interviews suggests staff want greater support in relation to physical,
mental and environmental demands of the job. Flexibility from line managers or
supervisors is recognised and appreciated:
I just had a wee injury there... pulled a muscle in my leg. They usually have me on the
desk but she had me in the back office... so that was kind of good... she kind of worked
well with me that week. – Health Records staff member
The majority of those asked considered it positive for the employer to be concerned or
involved in employee health. For the one individual who held negative views on employer
involvement, these were specifically in relation to smoking cessation and choice. For
mental health, however, he suggested the employer could be doing more to support
people.
Honestly, I don’t like it. You know why? Because it’s my health, so if I want to smoke for
example, then that’s me. I want to smoke. – Laundry staff member
Some staff did recognise that absence management was a key driver for supporting health
improvement. While there was support for the organisation’s role, there was some doubt
that much could be achieved:
I don’t think there’s anything you could really do for us... basically we need more staff and
they’re not going to employ more staff – Health Records staff member
There was also some evidence that the staff view the organisation’s role to be secondary
to the individual’s
It is my responsibility, it’s nobody else – Health Records staff member
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3.5.4 How can NHSGGC ensure support for staff health is accessible?
Staff services such as Occupational Health and Podiatry are often geographically distant
from employees. Improving awareness of the remit of services and access to them may
make a difference. The Occupational Health role seems to be viewed primarily in terms of
absence management. One of the Healthy Working Lives leads interviews, however, did
identify the participation of Occupational Health staff at an event as very useful. Given that
many interviewees discussed being on their feet all day, there is scope for the Podiatry
Service to be further involved in an advisory and possibly awareness raising role.
There is evidence of staff engaging with some existing support services. In interviews
where Occupational Health was discussed [no. = 10], interviewees were aware of the
service though two said they were not aware you could self-refer. Most seemed to have
had relatively limited contact with the service e.g. phone calls. The Employee Counselling
Scheme was less well known though it may be seen as a part of Occupational Health by
some interviewees.
You only find these things out when you go on the sick and people are stressed out... –
Health Records staff member
The staff podiatry service was discussed in relation to an interviewee describing being on
their feet all day. There was some awareness of the service but a lack of knowledge about
how to access it:
I thought [staff Podiatry) had stopped...I would quite like to go... because we do a lot of
walking... but I don’t know how I would stand to get it but I wouldn’t mind doing that outwith
work – Health Records staff member

Evidence emerging from the staff interviews suggests that line managers may not be
aware fully of, or confident in, their understanding of policy and are not enforcing it:
Healthcare appointments and family health issues
Access to GP/dental and hospital appointments was identified as an issue sometimes for
interviewees. Guidance was available but didn’t always work well for the staff member. In
the following example, the staff member was already working unpaid overtime:
you’ve to make up your time for doctors and dentists and for hospital time you get them.
We shouldn’t have to make time up for this - Health Records staff member
In one interview someone whose first language was not English reported being refused
time for a GP appointment for their child. The interviewee considered this important
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because his spouse would need a translator for the consultation. This could potentially
limit the amount of information available to the father after the consultation. In these
circumstances, the father may have considered himself a primary care giver. There is a
risk of gender-based discrimination in such cases
So she goes there, she did not understand anything that the doctor was talking about and I
had to stay here, I couldn’t go home to help her with that. That was very frustrating, it was
very important for us, for our six week check, it was important for us - Laundry staff
member
In another interview, a staff member described the difficulties of working while caring for a
child with a disability. She had, for a period of time, found it difficult to get to work at her
start time and also had a number of appointments in relation to her child’s health:
I approached the past management well deputy at one point to say I don’t know what I’m
going to do here but I’m willing to do anything I’ll make up time, I’ll do this, I’ll do that and it
was a very mm I don’t know about that, I felt so let down, it ended up she did say I’ll
maybe need to check that and I went that’s fine but then she says no just do it but then I
was informed it was like carer’s… in the long run they did get it sorted out because I went
and asked the union and everything because I thought no, this is not right… they have to
be flexible and it has to be looked at because for a long time before I knew all that I took
all my annual leave to go to every appointment… I was a burden here, that’s how I felt but
I don’t feel as much like that now - Health Records staff member
The staff member did describe recent improvements both in her family situation but also in
managerial attitudes towards the issue. This was also attributed to a change of line
manager. We discussed whether it would have been helpful if her managers were more
aware of issues in relation to her child’s health. She thought this may have helped. We
also discussed the possibilities of achieving this through training or perhaps, following her
own awareness training, whether she could share this learning with others.
Acting on Occupational Health advice
One interviewee described being given specific advice by Occupational Health in relation
to return to work following an injury. Her line manager did not appear to be given advice on
how this might be implemented:
[Occupational Health] they were very helpful... the girl did a letter... they need to give me
light duties or come back as a phased return which I was very willing to do but then I was
told the phased return part would need to be all taken up by holidays and I can’t do that
cause I need holidays for [family issue] - Health Records staff member

46

Phase 2a – Staff Interviews

Staff with disabilities
One interviewee, who is physically disabled due to a long term condition requiring regular
health care appointments, described the lack of clarity around putting policy into practice:
You feel guilty for being off… you know that you’re putting people in the office under stress
because they’re having to cover your job… it’s not that I want to be off, I have no
option…sometimes they don’t give you enough support…when I came for a meeting, I
asked for phased return and when I came back I was just back in straight full five days… It
didn’t happen… I don’t know whether she forgot about it…but I was left to come back full
five days… I have asked to reduce my days not my hours and basically I have been told
that I would need to move to another section because my work couldn’t cope with it but
Occupational Health had said they need to give it a trial for three month in my job not in
another job so I’ve basically said no fine I’ll stay where I am I’ll just do my five days but I
need the time off for my various appointments which I have quite a lot of. I get the time off
but again it’s sometimes you think do I need to make the time up, they’re not very clear on
whether, what I need to do… I come in early anyway if I’ve got appointments I’ve more or
less made up the time before I even get there… well this month I’ve got an appointment
tomorrow and I’ve got an appointment next Tuesday and I’ve got two appointments the
following week so there’s quite a lot this month, normally I could have, normally I wouldn’t
take any time off but because I’m having to go to a different hospital… I’ve taken a half
day for tomorrow and a full day for the Tuesday… annual leave, they say that’s fine… If
you’re having to go to another health board… my appointment’s at half past one so say I
don’t get taken til two o’clock - Health Records staff member
In addition to ensuring line managers are aware of and are able to interpret policy, there
are issues to address in relation to the potential for disability discrimination. These
interviews have been conducted with lower paid staff only. It is therefore difficult to
determine if the difficulties in interpreting and implementing policy are particularly
prevalent in line managers of this group or whether this may be more widespread. There is
a risk of socio-economic discrimination if lower paid staff are more likely to experience
these difficulties.
Unison Scotland surveyed public sector employees about sickness absence policy
including stress in March 2012 17 . Their findings supports evidence from staff interviews
that policy is not enforced:
17

Unison Scotland Bargaining Briefing. 2012. The Reality of Sickness Absence. Briefing No.
21. March. http://www.unisonscotland.org.uk/briefings/b021_BargainingBrief_SicknessAbsenceSurvey_Mar2012.pdf accessed 30 July 2012
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One in seven (14%) of those polled said the sickness absence policy at their work is
“unfair” and more than a quarter (26%) said the policy is badly implemented by
management.



60% say there is a stress policy in place but it is not effective. 28% say there is no stress
policy at all.

3.6 To what extent have the aims of Phase 2 been achieved?
To identify the effectiveness of current health improvement activity within NHS GGC
in engaging support services staff.
The evidence from interviewees suggests that there is interest in a range of health
improvement areas and activities. The evidence of the effectiveness of current
engagement is, however, limited from this data. We know that awareness of and access to
these activities could be improved. Evidence emerging from the interviews suggests that
key enablers are line managers and supervisors, partly because ICT currently has a
limited role in facilitating communication with this group. Services such as Occupational
Health also have a role to play in raising awareness of and signposting/referring to other
services and activities.
To identify appropriate, effective interventions for this staff group.
A number of potential interventions and development has been identified by staff through
the interviews. Staff also described a range of issues affecting their health and wellbeing
but did not necessarily identify solutions or support for these issues. There is scope to look
at these issues in more detail in order to prioritise them. Some of the issues identified
within this report relate to the understanding and implementation of policy or to workrelated issues. There is therefore a case for developing interventions which build the
capacity of the organisation to address the health and wellbeing of staff through improving
the knowledge and skills of managers and supervisors. Sorensen et al (2004) 18 suggest,
in a paper read as part of the literature review, that there is a need for synthesis,
integration, and communication between separate training programs for health educators
and occupational health and safety professionals, who seldom share curricula and
intervention methodology. The evidence from the interviews suggests this is worth
investigation.
18

Sorensen et al (2004) “Reducing Social Disparities in Tobacco Use: A Social-Contextual
Model for Reducing Tobacco Use Among Blue-Collar Workers” in American Journal of
Public Health, 94 (2) 230-239.
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4. Phase 2b – Content analysis

4.1

Introduction and methods

4.1.1 Introduction
This section describes a content analysis of NHSGGC Team Brief and Staff News in
relation to health information for staff. It supplements qualitative data gathered through
staff interviews for Phase 2 of the Working Well Staff Health research project. (See
Appendix Six for sample content.)
The findings of the analysis relate directly to the Staff Health Strategy 2011-14 (NHS
Greater Glasgow and Clyde and Glasgow City Council):



Priority Area Five
Communication and Engagement: Those staff most in need receive appropriate health
information.

4.1.2 Background
Information and communication technology (ICT) is a focus of the analysis. This is
because:
(a) it is a primary vehicle for publishing Staff News and Team Brief
(b) it is a route for calls to action, and
(c) consideration must be given those who are excluded from digital technology in the
workplace and who may not be able to access or to respond to information provided
on a digital-only basis.
The degree to which groups interviewed as part of Phase 2 have access to ICT in the
workplace is not systematically recorded. Neither do we know the level of digital inclusion
of staff at home or elsewhere. Evidence from other organisations suggests use is limited
among lower income households e.g. 30 per cent of Glasgow Housing Association tenants
use the internet. 19
For Health Records staff, using a PC is an integral part of the job – although in the Phase
2 interviews staff described having little time to access StaffNet, the NHSCC intranet. For
Facilities staff, it is less easy to quantify how many staff have regular access to a PC
during work, an individual username and password, and an email address. There are
currently 700 email addresses assigned to the Facilities Directorate. 20 This may not
19
20

Figure published by Glasgow Housing Association.
Figures supplied by NHSGGC Health Information & Technology.
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accurately represent the actual number of staff in this directorate with email addresses –
not all addresses are assigned to a specific service such as Catering. Information is
provided by individual IT account users and not necessarily updated on a regular basis.
Band 1 Laundry staff and Band 2 Catering Assistants, for the majority, do not have a PC
or daily access to a PC. They do not have email accounts or access at work to electronic
information. Supervisors and managers have email accounts and daily access to a PC. 21
Issues such as literacy and IT skills also have an impact on digital inclusion.
4.1.3 Aims
An objective of the Working Well Staff Health research is to develop effective staff health
related behaviour messages for those staff members among whom a gap in provision is
estimated.
The aims of the content analysis to support this are:




To look at current use of key communication tools to promote health to staff.
To identify scope for developing these tools to communicate health messages.

4.1.4 Method
Content analysis is an approach to studying the content of communication.
It has been used here to describe the characteristics of Staff News and Team Brief
communications in relation to health information for staff, specifically:
(a) The health topics included
(b) How many articles had their main content on these health topics
(c) Of which, how many suggest a potential action e.g. give up smoking
(d) How many included specific calls to action such as finding out more information or
making an appointment
(e) Of those with calls to action, how many contain which would enable staff to act e.g.
phone numbers or other non-electronic options instead of, or in addition to, email,
StaffNet or other web addresses.

4.2 Findings
4.2.1 Team Brief
Team Brief is described in the NHSGGC Communications Strategy 2011-14 as:
the monthly communication to all staff from the Chief Executive which is cascaded
throughout the organisation to give local managers the opportunity to add to the core

21

Information on PC access supplied by Sarah Leslie, Head of Human Resources for Facilities
Directorate.
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corporate messages and localise them. A feedback facility ensures that Team Brief
addresses the issues raised by staff.
57 Team Briefs were analysed from the first available brief published in May 2008 to
August 2012. The content of the published Team Brief was analysed i.e. the information
intended for all staff without any additional information provided such local or facilityspecific updates. 17 briefs included content directly related to staff health and wellbeing.
(Flu is an example of a topic for which only some content was directly related to staff
health e.g. the staff vaccination programme. Other flu articles were excluded from the
analysis because their focus was on epidemiology or planning.) Some issues of Team
Brief have more than one article of relevant content.
Table 4.1: Analysis of Team Briefs

Topics
Seasonal flu vaccine
H1N1
Stalking awareness/policy
Staff survey
Healthy Working Lives
Triple P
Equality survey
Sickness absence
rates/target/policy
Occupational Health
Smoking
Staff Health Action Plan

Articles
5
2
2
3
2
1
1

Suggests
potential
action
4
1
2
3
/
1
1

3
/
/
3
/
1
1

Of which,
nonelectronic
2
/
/
/
/
1
1

Calls to
action

2

/

/

/

1
1
1
21

/
1
/
13

/
/
/
8

/
/
/
4

Appendix Seven shows the publication dates of Team Briefs with staff health content.
4.2.2 Staff News
Staff News is described in the NHSGGC Communications Strategy 2011-14 as:
NHSGGC’s monthly staff magazine. It covers the big issues that affect staff at their work,
such as pensions, pay and conditions, and staff benefits, as well as articles about staff
achievements and service developments. Posted on the website to give staff the flexibility
of reading at work or in their free time, the online edition is supplemented by a bi-monthly
printed eight-page edition, distributed widely throughout our premises.
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The analysis covers the same period as the Team Brief analysis (i.e. from: issue dated
April/May 2008 to August 2012. There were a total of 37 editions of Staff News. 33 of
these editions included articles with content directly and overtly related to staff health and
wellbeing, one of which was a thematic edition on staff health. Many have more than one
article of relevant content. Opportunities to sponsor other staff in events such as charity
runs have not been included as relevant calls to action.
Some content could potentially be classified under more than one heading, for example,
by topic such as walking or by type of event such as Healthy Working Lives. The dominant
message of the article is used for classification or, if it is a Healthy Working Lives event, it
is classified as such.
Table 4.2: Analysis of Staff News

Topics
Policy, strategy and related
campaigns
Smoking cessation
Occupational Health lifestyle
checks
Stress
Alcohol
Diet/nutrition
Call to participate in nonNHS GGC sport events
Needlestick injuries
Mental Health Arts and Film
Festival
Staff Survey
Flu vaccines
Healthy Working Lives
awards and activities
Healthy lifestyle websites
Active travel
Staff participation in charity
or other sporting event
Staff sport teams
Staff discount for local
authority gyms
Working Well Challenge
Fund
Triple P
Total

Articles

Suggests
potential
action

Calls to
action

Of which,
nonelectronic

6

3

3

1

8

7

7

6

1

1

1

1

1
2
1

1
2
1

1
2
/

1
1
/

3

2

2

2

1

/

/

/

3

3

3

2

6
6

3
6

3
5

2
1

13

3

3

1

4
4

4
4

4
4

/
2

21

3

3

1

10

6

5

3

2

2

2

1

1

/

/

/

1
94

1
52

1
49

1
26
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4.3

Discussion

4.3.1 Team Briefs
Team Briefs carry limited content on staff health both in terms of the range of topics and
frequency of their inclusion. Very little of the relevant content includes calls to action which
are available to staff without access to a PC and an email address. The content which
don’t contain a call to action may be either retrospective such as reporting an event and
thanking/ acknowledging or reassuring staff e.g. of the safety of the H1N1 vaccine.
Team Briefs, however, do offer very specific opportunities to engage when shared orally at
team meetings:



Those who don’t have time to access information during working hours, as evidenced
in the Phase 2 interviews with Health Records staff.




Those who don’t have regular access to a PC/email/StaffNet
Those who are not confident readers.

A Team Brief dated 19 May 2010 included content on “New-look occupational health
service”. This content was limited to location and opening hours. Contact details were not
available in the article: “the dedicated phone number will be made available on StaffNet
and in Core Brief 22 when the service completes its move”. This provides an example of
how Team Brief content could be enhanced to improve staff awareness of services by
providing both an overview of the service and information on how staff can access it.
4.3.2 Staff News
Staff News has a stronger focus on staff health than Team Brief. Articles are often
celebratory and/or retrospective e.g. acknowledging staff achievements in sport,
particularly linked to fundraising for charities. There is less emphasis on health messages
or forthcoming opportunities for staff with clear calls to action. (There is also scope to
include calls to action when the article content is, in the main, retrospective.)
The June/July 2008 issue of Staff News featured a competition to win a bike with an email
entry process. This competition fits well with the organisation’s promotion of active travel
and physical activity more generally. However, given the evidence in relation to access
barriers to Staff News and to email, the competition cannot be considered open to all staff.
22

Core Brief is described in the NHS Communications Strategy 2011-14 as “Core Brief has
been developed to get key information and decisions affecting staff at their work
disseminated throughout the organisation rapidly. The Core Brief is cascaded electronically
via management across NHSGGC, posted on StaffNet and displayed on staff noticeboards.
Publication is issue-led.”
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Where calls to action have multiple methods for follow-up e.g. phone number and web
address, these do not always lead to the same destination. Phone numbers are usually for
a local service provider but web addresses might link to national campaigns. Differences in
the destination of the call to action should be made clear to the reader.
4.3.3 Topics
Physical activity is a dominant theme for staff health content in Staff News. Both Staff
News and Team Brief could support staff health by carrying a broader range of content,
particularly on priority topics. Mental health and alcohol, for example, have been identified
as priorities in the Staff Health Strategy 2011-14 but are relatively under-represented in
staff publications. It is worth questioning whether this relates to a perceived stigma
attached to these topics.
4.4.4 Organisation policies
The Phase 2 interview findings suggest there is scope for improvement in the knowledge,
interpretation and enforcement of organisation policies relating to staff health and
wellbeing. Staff News or Team Brief could be used to provide accessible briefings on
policy.
The NHSGGC Work Life Balance Policy launch was promoted in Staff News. The article
gave some indication as to the policy content but StaffNet was the only source listed for
those wishing to access it.
4.5

Recommendations in relation to communications
The content analysis of Team Briefs and Staff News provides evidence that there is scope
to develop these and other publications to promote staff health by:



Including health and wellbeing content, particularly linked to health improvement and
staff health strategy priorities.




Ensuring health content always contains appropriate calls to action.
Recognising and addressing digital exclusion and literacy issues as barriers to
accessing health messages and participating in calls to action.

Other formats could be developed to deliver staff health information and to contribute to
addressing barriers. In the interviews for Phase 2, posters were identified as a good way
of providing information in communal spaces such as tea rooms. One approach, for
example, could be to have a regular Staff News or Team Brief poster with a single issue
relating to health and wellbeing distributed to staff.
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Appendix One: Literature Review – Workplace Interventions for Low
Waged Workers
1. Introduction
This review was conducted as part of the NHS GGC Working Well Staff Health Research
Project. The project aims to improve staff health by identifying enablers for engagement in
positive health behaviours. A large body of literature exists describing the requirement for
and effectiveness of workplace health improvement interventions. 23 A higher prevalence of
ill health and behaviours such as smoking has been noted among lower paid workers. 24
Many reviews and policy documents highlight the need to actively engage with this group
and ensure that interventions are appropriate, accessible and effective. However, very little
direction is provided on how this can be achieved. This literature review was conducted to
identify effective workplace interventions for lower paid workers. This paper presents the
findings of the review and considers how these findings relate to activity within NHS GGC.
2. Search Strategy
In collaboration with Information Management colleagues, the following search strategy was
created.
Data bases:

ASSIA, Cochrane, Cinhal, Medline

Subject

Attitude to health; Choice behaviour; Health behaviour; Health beliefs;

Headings:

Health education; Health promotion; Income; occupations; Occupations
and professions; Public health; Preventative health care; Preventative
medicine; Socioeconomic factors; Work; Work environment; Work site
programmes; Workplace

Keywords:

Health improvement; Health promotion; Low income (truncated); Low
income employee (truncated); Low paid (truncated); Low paid worker
(truncated); Low wage (truncated); Low wage employee (truncated); Low
wage worker (truncated); Occupational setting (truncated); workplace

Parameters

English language articles, produced 2001 to 2011, relating to human
subjects.

23

For example see, Dame Carol Black’s Review of Health of Britain’s Working Age Population “Working
for a Healhtier tomorrow” 2008. Available at
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_0835
60
24
Most notably in the Whitehall II Studies. Further information is available at
http://www.ucl.ac.uk/whitehallII/
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Relevant articles identified through database search were hand searched to identify further
data sources. In total 18 relevant articles were found. The majority of primary research
studies were conducted in the USA with “blue collar workers”. This group consists of
predominantly male, ethnically diverse workers. Although few effective interventions have
been demonstrated, the review did identify a number of issues for consideration when
developing and implementing a health improvement intervention for lower paid workers.
3. Literature Review Findings
3.1 Effective Interventions
This review found only 5 articles written by primary researchers which provided findings on
effectiveness of interventions in samples of low paid workers. Three related exclusively to
healthy diet, one to diet and smoking cessation and one to physical activity.
Backman et al (2011) introduced free fruit to a convenience sample of 391 “blue collar
workers” in the USA. One portion of fresh fruit per employee was delivered to intervention
sites 3 days per week, for a 12 week period. This intervention was effective in increasing
consumption of fruit and vegetables, purchasing of fruit by individuals and increasing
vegetable purchasing within the families of workers in the intervention site compared to
workers who did not receive free fruit.
In a separate study (Backman et al 2011b) nutritional marketing was effective in increasing
sales of “healthful choices”. Nutritional marketing techniques were applied following the
introduction of healthy food options to catering trucks serving low wage worksites in
California. Healthier options were placed in attractive packaging with the slogan “Eat fruit
and vegetables and be active!” in English and Spanish. Staff wore hats, t shirts and aprons
with the same slogan. The cost of healthy options was similar to other choices available.
The authors reported a significant increase in sales of the healthier option dishes during this
period.
A Danish study incorporated both free fruit provision and nutritional marketing techniques
and found improved (self reported) eating habits of participants and decreased fat content of
meals served in the workplace cafeterias (Lassen et al 2003). In addition to providing free
fruit this intervention promoted healthy options through tasting sessions, healthy canteen
menu options, and promotional materials. In addition to reported improvements in diet the
authors found that workplace health promotion activities make workers feel appreciated,
more so with female employees.
The fourth study assessed the effectiveness of multiple behaviour intervention (Harley et al
2010). Published in 2010, this article presents findings from a secondary analysis of data
gathered between 2001 to 2003 as part of a cancer prevention study “Tools for Health”.
Tools for Health targeted smoking cessation and fruit and vegetable consumption through
telephone counselling for construction workers in the USA. Focus group data from an
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earlier study was then used to interpret the survey findings. The qualitative study identified
that wishing to improve general health was a motivating factor for smoking cessation. The
authors hypothesised that this wish could make participants receptive to other health advice
such as diet. In relation to smoking, they believed that concerns about weight gain when
stopping would also open discussions on diet. Further, “behavioural compensation” may
provide a practical solution by giving participants something to do with their hands (eating
fruit) when not smoking. They found that participants achieved a “substantial” level of
smoking cessation and increased fruit and vegetable consumption and recommend this
approach.
The fifth study explored the effect of mind set on the relationship between exercise and
health in a group of female hotel employees, all working as room attendants (Crum &
Langer 2007). In this experiment half of the participants were advised that each of their day
to day activities burned calories and exercised their muscles. They were advised that
through their work tasks they were meeting the activity level recommended by the surgeon
general. The other half were not given information. Although actual behaviour did not
change (reported by managers and participants) after a 4 week period, the “informed” group
were found to have a decrease in weight, blood pressure, body fat, hip to weight ratio and
body mass index. This presents a new approach to engagement and delivery of health
messages.
An evaluation of interventions targeted at lower paid workers in Glasgow City Council and
NHS Greater Glasgow & Clyde (Ingram 2011) identified health checks as the most popular
activity amongst workers in this group, however, the impact on health and health behaviours
was not recorded. A systematic review conducted in 2010 (Soler et al 2010) suggests that
assessment can be an effective way of engaging with workers and helping them understand
the relationships between their behaviour and health. However the review findings could not
support the use of assessment of health risks alone in enabling behaviour change.
3.2 Encouraging Engagement
3.3.1 Barriers to Engagement
Following a randomised trial in 1996 to identify strategies for engagement of low paid
workers, Wong et al recommended seeking the views of low income workers on factors
which would increase their participation in workplace health promotion. Little appears to be
have been done since then. Involvement of workers in planning of health promotion activity
is widely advocated (Lassen et al 2003, Ingram 2010) but specific difficulties can be
encountered in releasing low paid and manual workers from their posts to participate in
research (McMahon et al, 2002). This may also present a barrier to participation in
workplace health improvement activities. Other barriers noted in the literature include:


Shift work (Fletcher et al 2008)
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Lack of awareness of activities (Wong et al 1996)



Lack of transport, car sharing with colleagues or the pressure to go to another job may
all present barriers to attending activities out with working hours (Wong et al 1996)



Lack of understanding of rationale for health improvement in the workplace (McMahon et
al 2002)

Both Lassen et al (2003) and Sorensen et al (2004) identified the need for managers to
understand and support health improvement activities, even if not directly involved.
However, some managers may also fail to recognise the role of employers in health
promotion and can be slow to commit to this work (McMahon et al 2002).
Some articles used sociological theory to consider additional barriers experienced by lower
paid workers.

Sorensen et al (2004) used a socio-contextual model to consider the impact

of socio-economic position, particularly occupation on smoking patterns. They identified a
number of factors including the context in which workers live, lack of co-worker support for
behaviour change and structural barriers similar to those noted above.
Linnan et al (2001) state that beyond the individual, intrapersonal and institutional factors
highlighted by Sorensen et al, broader social issues (such as the threat of unemployment)
can create a barrier to engagement in health improving activities. Whilst Linnan et al
provide context for this work, the opportunities for workplace interventions to address this
appear limited.
3.3.2 Enablers
Some enablers can be drawn from the barriers listed previously. For example, ensure
workers and managers understand the purpose of health improvement in the workplace;
deliver interventions in work time and at a time that is accessible for shift workers; use a
variety of approaches to promote activities such as posters, email, team brief.
Enablers noted in this review include:


Involve union representatives to develop and promote activity (Sorensen et al
2004,Lassen et al 2003)



Adopt a positive message and approach, for example being healthy, not on losing weight
(Fletcher et al 2008, Lassen et al 2003)



Keep messages open so participants can make them relevant to their own
circumstances and background (Hunt et al 2003)



Use competition and rewards to encourage participation (Wong et al 1996)



Target smaller teams to utilise team spirit and mutual support (Lassen et al 2003)

In relation to smoking, Okechukeu (2010) found that smokers are more likely to have
partners who smoke. This was associated with lower odds of cessation at 1 month but not
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at 6 months post intervention. They recommend offering partner smoking cessation support
as part of an intervention.
4. NHS Greater Glasgow & Clyde
In 2008, the launch of NHSGGC Staff Health Action Plan formalised a commitment to
improve staff health and well being. 25 Since then NHSGGC have developed policies and
services to support staff. Many of the findings in this review are relevant to current and
planned activity within the organisation. For example, studies conducted in the USA and
Denmark found that the provision of fresh fruit can improve consumption of fruit and
vegetables. This is currently being piloted in one area of NHSGGC as part of the Healthy
Working Lives Award Scheme and local information should be available in the near future.
The literature suggests that unions can be an effective partner in developing appropriate
interventions and in encouraging engagement of staff. NHSGGC has an established staff
partnership forum that has been advised of this research and of findings to date.
Barriers to engagement for individual workers identified in the literature have been
highlighted anecdotally within NHSGGC, specifically shift work and having a second job.
Early discussions recognised the need for flexibility and careful consideration of the nature,
location and method of delivery for any intervention.
The involvement of workers themselves from an early stage has been highlighted as a
facilitating factor. As part of this project, qualitative work is currently underway to engage
lower paid workers and to consult with them on topics of interest and useful responses from
NHSGGC which can overcome some of the barriers encountered by workers. 26
The barriers identified here indicate that it is not always appropriate simply to target existing
interventions to low paid workers but to consider the feasibility of and motivations for
engagement for this group.
Many lower paid workers within NHSGGC are physically active in their working day, for
example porters and domestic staff. The application of Professor Langer’s work on the mind
set may provide an opportunity to engage workers in thinking about health as part of their
day to day work and may facilitate a positive, strengths based approach.
4. Summary of Recommendations
Although this review identified little evidence of effective interventions for lower paid workers
the available literature is relevant to work in NHSGGC and provides direction for future work.
In summary, the recommendations from this review are:
25

The current strategy is available at http://www.glasgow.gov.uk/NR/rdonlyres/FF6A5534-62D4-4FEDBCD8-08C014637FCE/0/YourHealthStrategy.pdf
26
It is anticipated that this work will be completed by August 2012. For further information contact PHRU,
NHSGGC
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Motivating factors
o

A positive focus on being healthy is a greater motivator than focussing on
stopping smoking or losing weight.

o

The team spirit and elements of competition can support engagement.



Workplace free fruit provision and nutritional marketing techniques can improve diet



When developing an intervention it is important to:
o

Secure management support

o

Involve staff

o

Ensure that all involved understand the role of health improvement in the workplace

o

Consider immediate practical issues (shift work, location) and wider social influences
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Appendix Two: Staff health-related policy and interventions
1. Relevant policies supporting health and wellbeing
 Mental Health and Wellbeing Policy
 Dignity at Work
 Attendance Management
 Worklife Balance
 Alcohol and Substance Policy
 No Smoking Policy
 Health and Safety Policy
 Lone Working
 Stress in the Workplace
 Policy on the Provision & use of Work Equipment
 Stalking Policy: The management of work related persistent unwanted intrusions or
relationships
 Management of Violence and Aggression
2. Relevant policies in development
 Gender and Ageing Workforce Policy
3. Services available to all staff
 Occupational Health Service including
‐ Physiotherapy service
‐ Employee counselling
 Advisory services: infection control; moving and handling; health and safety; accident
investigation; stress management
 Podiatry
 Smoking cessation support via Health at Work
 Healthy working lives related activities
 NHS credit union
 Active travel support
4. Services available subject to postcode
 Discounts for local authority gyms
5. Services in limited on-site locations
 Weight management support e.g. weigh-in in limited on-site: healthy weight behaviour
change intervention via Health at Work
 On-site exercise classes and gyms in limited on-site locations
6. Training in relation to managing health issues in the workplace
 Brief interventions for alcohol
 Mental health training for managers
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Appendix Three: Healthy Working Lives groups

Glasgow City CHP
North East sector
North West Sector
South Sector
East Dunbartonshire CHP
West Dunbartonshire CHCP
East Renfrewshire CHCP
Renfrewshire CHCP
Inverclyde CHCP
Acute North Cluster
Acute West Cluster
Acute South Cluster
Acute Clyde Cluster
Oral Health Cluster
Pharmacy and Prescribing Support Unit
Forensic Mental Health & Learning Disabilities
Mental Health Services
Corporate Services
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Appendix Four: Data sources for Phase One
Data

Source

How will we use
this?
Health behaviours
of staff
Workplace health
improvement
priorities identified
by staff

Limitations

Sample Size

Health Needs
Assessments –
Acute Cluster

Health at Work
Team

Circulated by
email therefore
excludes many
(facilities) staff.
Limited
response.

Approximately 740
responses, 44 from
Support Services
staff.

Death in Service

Demonstrates
health gradient by
band
Demonstrates
health gradient by
band

For many
conditions, staff
will retire.

138

Retirement
through ill health

Occupational
Health (Dr K
Freer)
Payroll
Services

Occupational
Health referrals

Occupational
Health

Describe health
conditions which
affect staff

Staff band data
/ job title may
not always
available or
reliable.

Employee
counseling
service

Occupational
Health

Uptake of service by
staff groups.

Staff survey

Staff
Governance
(Andy Carter,
Head of Staff
Governance)

Gradient by band of
self reported health
and control in the
workplace.

Sickness
Absence
Staff Profiling

HR Workforce
Planning
HR Workforce
Planning

Gradient of sickness
absence
Characteristics of
NHSGGC workforce
age, gender,
ethnicity etc.

176

6106

500

Relatively low
response rate.
Lower
response rate
from facilities
staff.

9532 responses in
total, 399 responses
from ancillary and
maintenance and
estates staff.
Total workforce
Approx 39,000

Profile of job
families by staff
band.
Staff Band and
SIMD

HR Projects

Indication of
reliability of using
Band as proxy for
socio economic
status.
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Approx 39,000

Appendix Five: Data from Health & Wellbeing Survey
Note statistically significant findings (p<0.01) are highlighted in bold.

Moderate Physical Activity: doesn't
meet target (30 mins x5 weekly)
%

No

Overall
Males
Females
16 to 44
45 to 64
Quintile 1
Quintile 2
Quintile 3
Quintile 4

54.6%
53.9%
55.3%
53.9%
54.7%
60.1%
50.9%
52.2%
56.2%

20690
4323
16520
10044
10535
5620
3480
3355
3752

Quintile 5

49.8%

4284

Teeth Brushing: doesn't meet
target (twice or more daily)

Fruit& Veg Target: doesn't eat
5 a day
%

No

Overall
Males
Females
16 to 44
45 to 64
Quintile 1
Quintile 2
Quintile 3
Quintile 4

58.9%
62.9%
55.2%
59.8%
57.9%
65.4%
56.2%
57.3%
56.5%

22319
5045
16490
11143
11151
6116
3842
3683
3773

Quintile 5

53.4%

4593

High Fat Snacks: eats 2 or more
per day

%

No

Overall

15.0%

5684

Males
Females
16 to 44
45 to 64
Quintile 1
Quintile 2
Quintile 3
Quintile 4

19.7%
11.0%
12.4%
19.3%
14.7%
19.5%
15.3%
13.5%

Quintile 5

12.3%

%

No

Overall
Males
Females
16 to 44
45 to 64
Quintile 1
Quintile 2
Quintile 3
Quintile 4

43.2%
49.2%
37.4%
36.8%
53.9%
43.3%
44.0%
42.5%
42.9%

16370
3946
11173
6857
10381
4049
3008
2731
2864

Quintile 5

43.5%

3742

Alcohol consumption: exceeds
recommended weekly limits (had
drank in past 7 days)
%

No

Overall

37.0%

14020

2967
10754
7137
6394
3909
2666
2012
2277

Males
Females
<45
>45
Quintile 1
Quintile 2
Quintile 3
Quintile 4

42.7%
30.0%
38.2%
35.5%
39.3%
43.5%
38.1%
37.4%

3425
8962
7118
6837
3675
2974
2449
2497

2632

Quintile 5

29.1%

2503

%

No

Overall

36.5%

13831

1580
3286
2311
3717
1375
1333
983
901

Males
Females
16 to 44
45 to 64
Quintile 1
Quintile 2
Quintile 3
Quintile 4

37.0%
36.0%
38.3%
33.2%
41.8%
39.0%
31.3%
34.1%

1058

Quintile 5

30.6%
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BMI (25+): overweight/obese

Alcohol: binge drinks on at
least one day in previous week
%

No

Overall
Males
Females
16 to 44
45 to 64
Quintile 1
Quintile 2
Quintile 3
Quintile 4

62.2%
67.8%
55.0%
67.2%
54.3%
63.7%
63.5%
63.9%
58.8%

23569
5438
16430
12522
10458
5957
4341
4107
3926

Quintile 5

59.2%

5092

General Health: Excellent/Good

Long Term Limiting
Illness/Condition

Current Smoker
%

No

Overall
Males
Females
16 to 44
45 to 64
Quintile 1
Quintile 2
Quintile 3
Quintile 4

28.3%
30.5%
26.3%
26.7%
32.1%
36.1%
30.4%
26.8%
24.9%

10724
2446
7857
4975
6182
3376
2078
1722
1663

Quintile 5

18.3%

1574

Physical Wellbeing: +ve
perception

%

No

Overall
Males
Females
16 to 44
45 to 64
Quintile 1
Quintile 2
Quintile 3
Quintile 4

9.2%
7.6%
10.9%
5.7%
13.6%
11.8%
7.7%
8.2%
8.7%

3486
610
3256
1062
2619
1103
526
527
581

Quintile 5

7.7%

662

Mental Wellbeing: +ve
perception

%

No

%

No

%

No

Overall
Males
Females
16 to 44
45 to 64
Quintile 1
Quintile 2
Quintile 3
Quintile 4

82.4%
84.8%
80.2%
88.6%
73.2%
79.6%
84.1%
84.8%
82.7%

31224
6801
23958
16510
14098
7443
5749
5450
5522

Overall
Males
Females
16 to 44
45 to 64
Quintile 1
Quintile 2
Quintile 3
Quintile 4

89.0%
90.9%
87.3%
91.4%
86.2%
87.0%
88.8%
89.7%
90.3%

33725
7290
26079
17031
16601
8135
6070
5765
6029

Overall
Males
Females
16 to 44
45 to 64
Quintile 1
Quintile 2
Quintile 3
Quintile 4

91.3%
93.2%
89.5%
92.7%
89.2%
89.1%
92.9%
90.9%
93.8%

34596
7475
26736
17274
17179
8332
6351
5842
6263

Quintile 5

83.6%

7191

Quintile 5

91.1%

7836

Quintile 5

92.1%

7922
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Quality of Life: +ve perception
%

No

Overall
Males
Females
16 to 44
45 to 64
Quintile 1
Quintile 2
Quintile 3
Quintile 4

92.8%
94.4%
91.2%
94.2%
90.5%
90.4%
95.0%
90.6%
94.2%

35165
7571
27244
17553
17429
8453
6494
5823
6290

Quintile 5

94.9%

8163

Feel Safe Using Public
Transport in Area: Agree

GHQ‐12: Score 4+ (indicating
poor mental health)

Feel in control of decisions
which affect life: definitely

%

No

Overall
Males
Females
16 to 44
45 to 64
Quintile 1
Quintile 2
Quintile 3
Quintile 4

8.3%
6.2%
10.3%
6.3%
11.0%
10.0%
5.9%
7.6%
7.3%

3145
497
3077
1174
2118
935
403
488
487

Quintile 5

8.7%

748

Feel Safe Walking Around Local
Area Even After Dark: Agree

%

No

Overall
Males
Females
16 to 44
45 to 64
Quintile 1
Quintile 2
Quintile 3
Quintile 4

88.1%
88.5%
87.6%
89.7%
85.0%
88.6%
86.8%
88.5%
88.5%

33384
7098
26169
16715
16370
8285
5934
5688
5909

Quintile 5

87.5%

7527

%

No

Overall
Males
Females
16 to 44
45 to 64
Quintile 1
Quintile 2
Quintile 3
Quintile 4

67.9%
78.8%
57.4%
68.7%
67.5%
60.4%
64.5%
69.2%
72.4%

25729
6320
17147
12802
13000
5648
4409
4447
4834

Quintile 5

78.3%

6735
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%

No

Overall
Males
Females
16 to 44
45 to 64
Quintile 1
Quintile 2
Quintile 3
Quintile 4

73.3%
74.2%
72.4%
72.6%
75.5%
71.2%
67.8%
74.1%
72.9%

27776
5951
21628
13528
14541
6658
4635
4762
4868

Quintile 5

81.0%

6968

Feel Safe In My Own Home:
Agree
%

No

Overall
Males
Females
16 to 44
45 to 64
Quintile 1
Quintile 2
Quintile 3
Quintile 4

98.0%
98.3%
97.6%
97.9%
97.9%
96.8%
97.6%
98.8%
99.7%

37135
7884
29156
18243
18855
9052
6672
6350
6657

Quintile 5

98.4%

8464

Appendix Six: Sample Team Brief and Staff News content
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Appendix Seven: Publication dates of Team Briefs with staff health
content
2012
Month

Jan

Feb

Relevant
content

Apr
16

Apr
17





Apr
16

May Jun

May Jun

Jul

Aug

Aug

Sep

2011
Month

Jan

Relevant

content

Feb

Jul



Oct

Nov



Dec


2010
Month

Jan

Feb

Apr
16

May Jun

Relevant
content

Jul

Aug

Sep



Oct

Nov





Oct

Nov





Nov

Dec

2009
Month

Jan

Relevant
content

Feb

Apr
16

May Jun

Jul



Aug

Sep



Dec

2008
Month
Relevant
content

Jan

Feb

Apr
16

May Jun

Jul
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Aug

Sep

Oct







Dec

Appendix Eight: Note of meetings with Advisory Group members
on 13 September 2012




At meeting: Lisa Buck, Jackie Erdman, Ruth Kendall (chair), Catriona Carson (notes)
Apologies: Eleanor Anderson, Norma Greenwood, John Henderson
Post meeting: Eugene Waclawski, Catriona Carson

Aims




To capture analysis and advice from group as part of findings of Phase 2
To identify options for Phase 3

Purpose statement: Identify best buys for potential intervention development from 3 areas
of analysis; health improvement, other interim findings, communications.
Key comments from Advisory Group members:



In making decisions regarding the next stage of the project, there is a sensitive balance
to be struck between (a) identifying a potential health improvement intervention, (b)
ensuring findings such as those related to policy, health & safety and other
organisational issues are explored through appropriate channels and, (c) identifying
where there is potential to undertake more research such as exploring differential
implementation of policy across staff groups/pay bands.



There is a lack of clarity on implementation of phased return and how it should be
funded. Discussion suggests that the policy may be commonly implementing when a
staff member has been on sick leave for a considerable time and has thus accrued
annual leave. The advice from HR has been to use annual leave for phased return in
these cases. A group member advised that the first four weeks should be funded from a
central budget which suggests annual leave should not be used.



Finding related to menopause are particularly significant in relation to the age and
gender of the workforce. A Gender and Ageing Workforce Policy is currently under
development by Jackie Erdman of the Corporate Inequalities Team. There is scope to
use these findings to inform the policy.



Findings related to communication are relevant to the Communication Team, Public
Health and Health Improvement staff and staff health services such as Occupational
Health as well as the Staff Health Strategy Group e.g. in ensuring that all health topicrelated priorities are represented in staff communications and for awareness of policy
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development and implementation such as understanding what terms such as disability
and carer mean.



Comments on experience of Occupational Health: referrals in relation to mental health
and alcohol issues – both Staff health Strategy priorities – take place at too late a stage.
This suggests the organisation could improve earlier intervention strategies.



There was a question from a group member around what the capacity of the
organisation is to provide resources for employees experiencing work-related stress.



Findings related to health improvement: there was agreement that physical activity was
over-represented in terms of communications and promotional activity but there are
specific opportunities for the Staff Health Strategy Group to look at the services offered
to staff and whether they meet people’s interests and needs e.g. the suggestion that the
Glasgow Club membership is not affordable to all and that a block discount for one class
would benefit those people who weren’t able to make full use of a membership.



Findings to be shared with Health & Safety management: (a) lack of clarity about nonclinical staff in infection control areas, (b) concerns about safety shoes adding to
physical discomfort in physically demanding jobs. The findings related to safety shoes
raise issues about how we involve staff in procurement/supply decisions.



Supporting staff health may be difficult where the health literacy of managers and
supervisors is low and where the readability of policy is a barrier to understanding and
implementing it. (The Work2Health report 27 found “the policy documents [are]
sophisticated in nature – and therefore they may not easily be understood by all
members of staff”.)



Staff reported feelings of isolation and desire for more opportunities to interact with
colleagues were considered to be relevant to the Facing The Future Together
programme.



Some findings provide ideas and potential links to other areas of work such as the staff
rights information being developed by the Staff Health Strategy Group.



Some identified interests such weight management support and smoking cessation can
be implemented by improving access to these across NHS GGC sites including those
more remote ones such as the laundry base. This is true of other staff health activities

27

Work2Health, "Identifying the barriers and reasons for non-participation in workplace
health improvement and wellbeing programmes. A report produced for Glasgow City
Council & NHS Greater Glasgow and Clyde" - undated report commissioned in April
2010
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and services such as flu jab and podiatry. There may be resource implications
associated with this.



Where resources are identified by staff as useful such as the DVD distributed through
Occupational Health, there may be value in distributing these more widely as part of the
Staff Health Strategy.

Best buys for pilot interventions identified from reports and from group



Action plan on raising issues arising from findings through appropriate channels
including a process of identifying organisational response to findings.



Pilot to improve knowledge of and access to organisation’s health services and staff
health priorities among interviewed groups – potential partners/advisers: Health at Work.



Pilot learning to counteract effects of physically active work among interviewed groups –
potential partners/advisers: Health at Work, Occupational Health.



Training or briefing on communication findings to PH/HI, Communication and staff health
services staff.



Pilot advice on and access to healthy food options for shift workers and those working
more than one job – potential partners/advisers: Health at Work, unions, acute HR.



Integrate and evaluate a communication such as Staff News poster as part of any
intervention.
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Process 1: Report A
The group undertook an exercise in sorting ideas identified from the findings in
Suitable ideas

Rejected ideas
Addresses HI/Policy
issue behind idea well

Already being developed
[by]:

Difficult
within
project time
frame

Practical
within
project
time frame

Addresses HI/Policy
issue behind idea weakly
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Not suitable for
development [because]:

